The purpose of this qualitative meta-synthesis was to understand the labor and birth experiences of immigrant women in countries of resettlement who have a history of female genital cutting (FGC), also known as female genital mutilation or female circumcision.
INTRODUCTION
Female genital cutting (FGC) includes "procedures that intentionally alter or cause injury to the female genital organs for non-medical reasons."
1 FGC is commonly practiced in eastern, northeastern, and western Africa, as well as some countries in Asia and the Middle East. 1 In the United States, twothirds of African immigration is from countries where FGC occurs; one-third of these countries report FGC prevalence of 50% or greater. 2, 3 In 2016, an estimated 513,000 women and girls in the United States immigrated from or were born to a parent from a country that practices FGC. 4 Efforts to improve care for women affected by FGC depend on understanding their perspectives. This article presents the results of a metasynthesis of qualitative studies exploring the birth experiences of women affected by FGC in Europe and the United States. The term female genital cutting is used because the term female genital mutilation (FGM) may not be appropriate for women who do not perceive themselves to be mutilated 5 and because the term female circumcision does not adequately convey the damage the procedures may cause. The exception to this are quotes from original studies, in which case we retained participants' terminology.
Background
There are 4 types of FGC: Type 1 (clitorectomy) removes part or all of the clitoris; Type 2 (excision) is Type 1 with injury to the labia minora and/or majora; Type 3 (infibulation) refers to procedures that narrow the vaginal opening; and Type 4 includes otherwise unclassified manipulations to the female genitalia.
1 Type 3 is strongly associated with poor obstetric and neonatal outcomes. 6 These risks can be exacerbated if health care providers are unfamiliar with how to work with affected women in labor and birth. 7 In the general context of migration, women of African descent have higher rates of fetal distress and emergency cesarean birth. [8] [9] [10] Evidence also suggests poorer perinatal outcomes for neonates born to immigrant women in countries of resettlement, regardless of FGC status. 9, 11 These outcomes have been attributed to suboptimal care, client delay or declining care, medical comorbidities, and social determinants of health including inadequate prenatal care, communication barriers, and lower socioeconomic status. 10 Surveys of health care providers in Australia, 12 Sweden, 13 the United Kingdom, 14 and the United States 15 all found that health care providers generally have inadequate knowledge of the management of women with FGC and the cultural and legal issues surrounding the practice. In a qualitative study conducted in Australia, most of the midwives interviewed described gaining their FGC training on the job and spoke about the need for continuing education and mentorship. Midwives in that study expressed their discomfort with FGC management during birth, including the deinfibulation procedure. 12 This discomfort with the medical management of FGC was echoed by midwives in Sweden, who described the encounter with women affected by FGC as a source of anxiety and confusion for both midwives and physicians, who were ✦ Women affected by FGC may experience poor birth outcomes, and many health care providers, including midwives, are not familiar with the practice or with how to provide the most appropriate care to affected women.
✦ Pain and anxiety of birth can be exacerbated by memories of cutting and perceived lack of health care provider knowledge of FGC, making birth more stressful.
✦ Maternity care in countries of resettlement creates nostalgia for familiar female support and traditions, but as women adapt to new cultures, FGC is often redefined as less meaningful or necessary.
✦ Improved communication, evidence-based care, and support may improve women's experiences and avoid revictimization of women affected by FGC.
often unsure of how to medically manage infibulations during labor. 13 In a survey of 45 physicians and midwives in the United Kingdom, 47% thought that cesarean may be necessary to manage FGC if vaginal examinations are not possible, and only 40% correctly stated that deinfibulation is the correct course of action.
14 In the United States, a survey of 243 midwives revealed that 57% knew that the practice was illegal for women aged younger than 18 years, and less than 20% knew that both Muslim and Christian women can be affected. 15 As migration of women affected by FGC increases, so does the urgency to provide appropriate, client-centered care in countries in which they resettle. This is possible only by understanding the experiences of women affected by FGC. The studies that address these tend to be qualitative and may not be widely generalizable. The purpose of this review was to synthesize published qualitative data documenting the experiences of women affected by FGC who gave birth in countries where FGC is not normative. These perspectives provide a deeper understanding of the needs of this population and identify areas for health care provider education and quality improvement.
METHODS
We used meta-ethnography, an inductive, interpretive metasynthesis approach to integrating a corpus of qualitative data for this study. Specifically, we used the technique to analyze themes and metaphors from individual studies to create novel interpretations while preserving the integrity of each study. 16 This meta-ethnography included 7 phases, as described by Noblit and Hare: 1) choosing a phenomenon to be studied, 2) identifying which qualitative studies were pertinent, 3) reading the qualitative studies to be included in the synthesis, 4) determining how the studies are related, 5) translating the studies into one another, 6) synthesizing translations, and 7) expressing the synthesis. 17 The phenomenon of interest was the labor and birth experience of women affected by FGC in non-FGC-practicing countries. In order to identify pertinent studies, we conducted electronic database searches in PubMed, Embase, Web of Science, CINAHL, PsycINFO, and Sociological Abstracts, with the assistance of a library informationist. Search terms included female genital cutting, female circumcision, clitorectomy, clitoridectomy, pharaonic circumcision, genital circumcision, female genital mutilation, infibulation, and deinfibulation. Databases were searched from inception through May 2016. Inclusion criteria were 1) peer-reviewed, original qualitative research; 2) focused on an FGC-affected population; 3) conducted in a country where FGC is not an indigenous practice; 4) English language; and 5) included a description of the postmigratory labor and birth experiences of women affected by FGC. Abstracts and titles were reviewed for inclusion, and potentially relevant articles were reviewed in full text. A hand search of articles' reference lists was also conducted. Initially, 2368 articles were retrieved. Of these, 157 were reviewed in full text by 2 authors, and 14 were retained for the final sample ( Figure 1 ). All authors reviewed the included studies and participated in the meta-synthesis process. Discrepancies were discussed by the team until consensus was reached.
We began by closely reading each of the 14 studies and identifying themes (Table 1) . Studies were translated into one another by comparing or translating key themes to discover how the studies related to one another. Noblit and Hare 17 argue that relationships between studies can be comparable or "reciprocal," oppositional or "refutational," or can combine to form a "line of argument." 17 The themes identified were grouped into 4 concepts, from which 2 final interpretations were derived to describe women's accounts.
RESULTS
The 14 studies included in this meta-synthesis were conducted in Sweden, [18] [19] [20] [21] Norway, 22, 23 the United Kingdom, [24] [25] [26] France, 27 the United States, [28] [29] [30] and Australia. 31 Altogether, 258 immigrant women from countries that practice FGC were included in the 14 studies, with samples ranging from 4 to 50. The majority of women were Somali (221), but studies also included women from Eritrea 19, 21 (19) , Sudan 19,31 (11), Ethiopia 31 (2) , and Liberia 31 (1) . One study did not include the women's country of origin 27 (4) . Most authors used phenomenology or thematic analysis to analyze in-depth interviews. Four studies incorporated focus groups and participant observation. 18, 24, 30, 32 Not all studies specified the type of FGC that women experienced, but the majority of women's accounts discussed infibulations. The sample of studies is summarized in Table 1 .
The synthesis began with identifying themes from each study and evaluating how studies related to each other. The relationship among our sample was reciprocal because the themes easily translated into one another. The second step involved re-reading the studies and developing 4 overarching concepts, with direct quotations of research participants identified to illustrate the concept as it appeared in each study. Themes were grouped into 4 concepts: pain, anxiety, balancing old and new, and isolation and disrespect. We then synthesized the data associated with the 4 concepts twice to arrive at the 2 final interpretations of the meta-synthesis. The first iteration of the synthesis was to further elaborate on each of the 4 concepts in a way that encompassed all the findings. The final iteration of the synthesis further synthesized the first iteration to produce 2 new interpretations that add to an understanding of birth experiences in women affected by FGC. The first interpretation described how labor and birth provoked pain and anxiety, and how interactions with health care providers impacted women's experiences. The second interpretation reflected women's sense of isolation and disrespect, even as they examined the role of FGC for themselves and their daughters. This synthesis process is displayed in Table 2 , and results are summarized below.
Concept 1: Pain
Pain during labor and birth emerged as a pervasive theme, featuring the psychological and physical, the past and present. Pain was experienced by women on a continuum that extended beyond the birth to include the psychological pain caused by memories of the initial FGC procedure, 19, 22, 23, 27 pelvic examinations, 21 and the postpartum period.
18,21,26
Childhood memories of FGC surfaced for many women around the time of pregnancy and birth, provoking feelings of anxiety and causing women to associate their birth experience with memories of FGC: "When I think about my delivery there is pain, fear. That reminded me of the excision. I told myself that I had been excised twice in fact . . . in order that the baby is born. . . . " 27 Women also identified FGC as a direct cause of a prolonged and difficult birth 24 and reported painful postpartum complications caused by improper deinfibulation in their home countries. 21 One study focused exclusively on the experience of pain in the lives of women affected by FGC, describing the pain of FGC as an experience that is "embodied, a part of lived and living experience" that may be relived during various milestones, such as marriage and birth.
22

Concept 2: Anxiety
Women expressed gratitude for the high-quality care in countries of resettlement but reported that fear and anxiety about inappropriate clinical management often characterized their encounters with health care providers. A consistent theme across studies was anxiety about the possibility of cesarean birth and suspicion that these procedures were performed unnecessarily. 19, 23, [28] [29] [30] [31] Additionally, participants felt that health care providers did not know how to manage infibulation before a birth and did not listen to women's input. 18, 19, 21, 23, 24, 27, 31 For most women, there was no clear deinfibulation plan before or during birth. 18, 19, 21, [26] [27] [28] Many were not provided with language interpretation services and thus could not communicate effectively with the health care team. 19, 24, 26, 31 This produced feelings of anxiety and vulnerability at the time of birth as well as concern about inappropriate interventions. 18 19 On the other hand, women felt relieved when health care providers had experience with FGC and could provide appropriate care. 25 These 2 concepts, pain and anxiety, informed the first interpretive synthesis: The pain and anxiety of birth can be exacerbated by both childhood memories of the procedure and perceived lack of health care provider knowledge of FGC, contributing to a more stressful and potentially traumatic birth for women affected by FGC.
Although not all women drew explicit parallels between the FGC experience and birth, the combination of anxiety, pain, and lack of control evoked childhood memories of FGC in some women. Women affected by FGC felt they had no voice or agency during their labor and were anxious that heath care providers did not have the knowledge or skills to provide appropriate care. It was a source of relief for women when health care providers demonstrated competency in FGC management.
Concept 3: Balancing Old and New
As women navigated maternity care systems in countries of resettlement, they often experienced tension between old traditions and beliefs and their new cultural context. This tension was manifested in their discussions surrounding sexuality, 18 21 Many women denounced FGC, stating that they did not want to subject their daughters to the practice and were relieved to be deinfibulated.
19,21,30
Concept 4: Isolation and Disrespect
Women also stated that they felt "alone" and missed the female network of support they were accustomed to in their home countries. 21 This feeling of isolation was reinforced by communication challenges with health care providers and staff that limited their ability to understand the interventions they were receiving. 23 In addition, women felt patronized and belittled by health care workers who did not seem to regard them as capable of making autonomous reproductive health decisions. 19 Women also described feeling shamed because of their FGC status, as health care providers displayed shock or curiosity or made inappropriate remarks: 27 This description is consistent with other accounts of women feeling "small" in the face of perceived paternalistic remarks and attitudes from health care providers. 19 Women felt disrespected by openly expressed reactions of disgust and shock when health care providers examined them, and those with high parity felt they were regarded as incapable of controlling their fertility. 19 The 2 concepts of balancing old and new and isolation and disrespect informed the second, interpretive synthesis: Maternity care in countries of resettlement creates nostalgia for familiar female support and traditions, but as women adapt to new cultures, FGC is often redefined as less meaningful or necessary. Faced with the challenge of birth in a foreign country, often with little family presence, women felt alone and unsupported. 19, 21, 23, 24, 26, 31 What they perceived as disrespectful attitudes from some health care providers further added to this sense of loneliness and isolation. 19, 23, 24, 26, 27, 29, 31 They expressed nostalgia for the traditions surrounding labor and birth in their home countries. 19, 21, 31 Despite their desire to retain cultural traditions, especially traditions surrounding birth, women did not feel strongly about continuing FGC; many spoke of the desire to protect daughters from the practice. 19, 21, 22, 25, 30 Women affected by FGC who gave birth in countries of resettlement were faced with the realization that, in their new context, FGC is foreign and unacceptable. 18, 19, 22, 23, 27 
DISCUSSION
We derived 2 novel interpretations from the 4 concepts synthesized from original studies of immigrant women primarily from the Horn of Africa. The first interpretation addresses the extent to which birth can prompt women to relive pain and anxiety, and how this can be made worse or better depending on the health care provider. The second addresses birth in an unfamiliar and sometimes disrespectful context and subsequent nostalgia for home countries, even as attitudes toward FGC may be transforming to align more closely with host-country attitudes.
Negative Birth Experiences and Reliving Aspects of FGC
Negative birth experiences have been closely associated with posttraumatic stress disorder. 33 The anxiety, pain, and lack of control experienced by immigrant women affected by FGC during labor and birth contributed to negative birth experiences and mirrored women's descriptions of their childhood memories of FGC. Although not all women made a connection between negative birth experiences and their own FGC, the fact that many did suggests that it might be helpful for health care providers to work with women affected by FGC as they would with any woman with a history of exposure to violence. Specifically, trauma-informed care, described by Raja and colleagues 34 as assessment and modification of all aspects of care in order to minimize harm, may assist health care providers in forging a relationship that will avoid revictimization. Trauma-informed care principles include patientcentered communication and care, understanding the effects of trauma, interprofessional collaboration, understanding of one's own history and reactions, and appropriate screening. 34 In the context of women affected by FGC, this suggests midwives screen women for a history of FGC, understand the mental and physical effects of FGC, collaborate with mental health and maternity care colleagues to offer evidence-based care, and self-assess to minimize the impact of their own reactions on clients.
For our sample of women mostly from the Horn of Africa, maternity care in countries of resettlement created nostalgia for familiar support and traditions at the same time women were forming a decision about FGC for their own daughters. However, women also described experiencing disrespectful care in their new settings. Shaming, nonconfidential care, and other forms of disrespect described in these studies constitute mistreatment and are contrary to the Rights of Childbearing Women. 35, 36 The accounts of women affected by FGC indicate they may be receptive to discussing the harmful effects of FGC and may be open to changing attitudes toward FGC for their female children. If they are made to feel isolated or ashamed of their distinctive genital appearance, health care providers may inadvertently create barriers to an open dialogue just as women may be considering a shift in their cultural norms.
This study has some limitations. Though this qualitative meta-synthesis identifies common themes from a group of studies, its findings cannot be generalized to all women affected by FGC. Most of the studies in this meta-synthesis were conducted in 4 European countries. While results from Australia 31 and the United States [28] [29] [30] suggested similar challenges for immigrant women affected by FGC as the European studies, our sample may not have been able to capture the health-system-specific challenges women affected by FGC may face, particularly in the United States. Finally, this study is limited in its ability to directly impact health care provider practice. However, we hope the issues raised therein contribute to quality improvement.
Implications for Midwifery Care and Future Research
For many women represented in this synthesis, clear communication and a sense of collaboration and respect with health care providers were lacking. Midwives' accounts of working with affected women suggest they may not feel it is appropriate to ask if a woman has undergone FGC, or what kind of medical management she wants or expects during birth. 13, 23, 32 These findings from European studies are consistent with data from a survey of US midwives: Hess et al found that most midwives were familiar with FGC-related medical complications but lacked knowledge of the legal and cultural aspects surrounding the practice. 15 This consistent description of midwives' knowledge deficits across settings suggests that quality of care for women affected by FGC is a global concern.
Midwives may make assumptions about the cultural value of FGC in the lives of immigrant women, without using a woman-centered approach to communication. 13, 23, 32 For example, although deinfibulation is the appropriate medical intervention for women affected by Type 3 FGC (infibulation), 37, 38 some health care providers might consider episiotomies that preserve infibulation to be more culturally sensitive. 32 And when deinfibulation is performed to enable birth, providers may reinfibulate, either at the woman's request or because they perceive that to be her desire, without knowledge of the legality of the procedure. 21, 23 Although there is evidence suggesting that some women do desire to retain the practice and request or expect reinfibulation from their health care providers, 14 this is not generalizable to all women. This meta-synthesis suggests some women affected by FGC may expect to be deinfibulated and doing so may alleviate pain during sex and subsequent births. It is thus important for health care providers to explore and seek to understand women's individual expectations. Midwives describe FGC and women affected by FGC as inciting a range of emotions including sympathy, shock, and anger. 13, 32 These strong feelings, coupled with the stigma and silence surrounding FGC, may create an atmosphere of distance, misunderstanding, and stereotyping of women affected by FGC, which eclipses their needs as individuals. 32 While the clinical management of FGC is beyond the scope of this review, these findings illustrate the importance of health care provider knowledge of current clinical care recommendations. The World Health Organization has published recent guidelines, and additional resources are listed in Table  3 . At present, a provider toolkit from the American College of Obstetricians and Gynecologists is no longer available.
There are 2 additional important considerations for the clinical application of this meta-synthesis. First, it is important to consider how these data, derived from a mostly European sample of studies, are relevant to midwifery practice in the United States. These data are relevant because more than a half million women and girls have immigrated from FGC-practicing countries or have been born in the United States to women from these countries. 4 This includes 150,000 Somali immigrants, more than in any other non-African country. 39 At the same time, midwives and other women's health care providers in the United States struggle to understand the needs of and improve care for this population. 15, 40 The second important consideration is that the sample of women is mostly from the Horn of Africa and results may not be generalizable to all women with FGC. While this is true, a large number of immigrants from the Horn of Africa means these results are likely to resonate with US-based health care providers. This meta-synthesis highlights several areas for future research. The majority of women were fearful of cesarean birth. This is consistent with findings from a Canadian quantitative study of Somali women, almost all of whom wanted to avoid a cesarean birth, and yet experienced more than a 50% cesarean birth rate. 41 These data suggest the need to examine FGC as a potential cause of high cesarean rates and whether provider training can ameliorate or lower the cesarean birth rate.
We found no studies examining women affected by FGC from West Africa where Type 1 and Type 2 FGC are more common. This knowledge gap limits the ability to individualize care. Additionally, future studies should explore if women's experiences in North America differ from what was described in this primarily European sample, given the disparate health care systems and the cultures. It is also critical to explore how to best prepare midwives and other women's health care providers to care for women affected by FGC. By implementing an FGC-focused educational intervention in the United States, Jacoby and Smith 42 demonstrated that targeted approaches to building midwives' confidence in caring for this population are effective; investments in such efforts may be warranted. It is also important to understand the merits of FGC-specific training versus general trauma-informed training. Research efforts would benefit from the development of reliable tools to quantify the quality of care women affected by FGC receive so that the impact of interventions can be assessed.
CONCLUSION
FGC can have enduring psychological and physical effects that make affected women especially vulnerable to negative birth experiences. This can be exacerbated when there is a lack of communication with patients and when health care providers are not skilled in the care of women affected by FGC. Trauma-informed care can assist midwives in addressing both the physical and psychological effects of FGC and serve as a way to prevent the possibility of further traumatizing affected women. In addition, feelings of isolation and disrespect can further strain the patient-provider relationship
and deter an open discussion regarding the practice. Midwives have the potential to partner with women to improve outcomes by ensuring care is respectful, woman centered, and evidence based.
